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background: Catheter-directed ablation is a beneficial treatment in selected patients with symptomatic atrial fibrillation refractory to 
pharmacologic therapy. Although generally well tolerated, the risk of formation of an atrial-esophageal fistula is a rare complication with significant 
morbidity and mortality. Early diagnosis is crucial and survival depends on urgent surgical intervention.
case: A 62-year-old woman presented with a 3 day history of fever, chills, headache and confusion with rapid deterioration in level of 
consciousness. Her medical history included hypertension, type 2 diabetes, hypothyroidism and paroxysmal atrial fibrillation treated with catheter 
ablation 5 years ago. She remained symptomatic and underwent repeat ablation 4 weeks prior which was complicated by cardiac tamponade 
requiring urgent pericardiocentesis. Physical exam revealed normal heart sounds, no murmurs, signs of heart failure, or stigmata of endocarditis but 
significant neurological deficits.
Decision-making:  MRI of the brain showed innumerable embolic infarcts, a heterogenous lesion in the cingulate gyrus and areas of 
leptomeningeal enhancement. The history, clinical presentation and evidence of septic cerebral emboli in the context of recent ablation raised the 
likelihood of atrial-esophageal fistula. She was started on broad-spectrum intravenous antibiotics. The diagnosis was confirmed with urgent CT of the 
thorax which revealed filling defects in the posterior wall of the left atrium with embedded air bubbles. Flexible esophagogastroscopy visualized the 
8mm fistula blocked by blood clot. She underwent emergency surgery with sternotomy to repair the atrial side of the fistula and right thoracotomy to 
repair the esophageal side. Two weeks later, she was slowly recovering some neurological function.
conclusion: This case underscores the importance of awareness and early recognition of the rare but devastating complication of atrial-
esophageal fistula following ablation for atrial fibrillation. Prompt diagnosis and urgent surgical intervention are imperative to survival.
